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Figure 1: Dimethyl glyoxime spot test to demonstrate the absence 
of nickel

The Association of Analytical Chemists (AOAC) 1995 
test method was used. The sample was subjected to 
digestion with triple acid/aquaregia. The digested 
sample was diluted in HCl and was used for nickel 
analysis (wavelength: 232, lamp current: 3.5, 
slit nm: 0.2). The report showed that the test sample 
contained no nickel, whereas regular stainless steel 
safety pin contains 1.3% nickel.

Thus these nickel-free safety pins would be a safe 
alternative for patients with nickel allergy. We also 
informed the Contact and Occupational Dermatitis 
Forum of India and hope to supply the pins along with 
antigen for patch testing.
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Melanoma arising in giant 
zosteriform nevus spilus

Sir,
Nevus spilus (NS), also known as speckled lentiginous 
nevus, is a variant of melanocytic nevus, characterized 
by a uniform light-brown patch, within which there 
is a speckling of darker macules or papules.[1,2] Its 
prevalence is estimated in about 1–2%, similar 
to the incidence of congenital nevi in the general 
population.[2] While in the past years it was considered 
as a harmless pigmented lesion, recent reports of 
melanomas arising in NS have focused the interest 
on this entity, as a potential precursor of melanoma.[1] 
We report an additional case of melanoma originating 
within a giant zosteriform NS.

A 47-year-old man had a segmental, unilateral NS 
involving his right shoulder, back, chest, and upper 
aspect of arm. The lesion did not extend across the 
ventral midline, whereas the dorsal midline was 
exceeded [Figure 1]. The patient reported that it 
had been present since birth and that it had slowly 
enlarged during childhood and adolescence. His 
past medical history was unremarkable, and there 
was no family history of melanoma or dysplastic 
nevi. He had a skin phototype II and a history of 
frequent sun exposures during summer. In October 
2009, the patient presented at our department for 
the evaluation of an irregular grayish area with 
three prominent, darker speckles within his NS on 
the upper right back, near the midline [Figure 1 
inset]. These changes had been noticed by his 
wife. The atypical area measured approximately 
1.5 cm in diameter. On dermatoscopic examination 
it showed an irregular pigment network with dots 
and globules of different size and shape, and a few 
pepper-like granules. These findings were suspicious 
for melanoma. A complete excision of that area was 
performed, and histopathology revealed the presence 
of a nonulcerated superficial spreading melanoma 
with Breslow thickness 0.40 mm, Clark level II, and 
mitotic index 0/mm2 adjacent to a junctional nevus 
[Figure 2]. Subsequently, a reexcision of the scar 
with 1 cm safety margin was performed. All staging 
investigations, including chest X-ray, abdominal, and 
regional lymph node ultrasounds were within normal 
limits. No melanoma recurrence was apparent 2 years 
after surgery, and follow-up is still ongoing.
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Figure 2: Histopathology showing an invasive superficial 
spreading melanoma, corresponding to the excised area of nevus 
spilus (H and E, ×40)

Figure 1: Giant zosteriform nevus spilus involving the right aspect 
of the back, with an irregular, gray to reddish area with darker 
formations near to the median line (black square). Inset: higher 
power view of the area suspicious for melanoma development 
in nevus spilus

NS may be present at birth or may develop during 
childhood or even after the age of 20 years.[1] From a 
clinical point of view it is distinguished into small or 
medium-size	(≤20	cm),	giant	or	segmental/zosteriform	
NS.[1,2] On histology, the macular background usually 
corresponds to a mild melanocytic hyperplasia, 
while the darker spots show features of junctional 
or compound nevus.[1] NS may develop more spotted 
elements over time. In addition, benign lesions such as 
blue nevi or Spitz nevi may also occur in the context of 
a NS.[1] However, occasionally, a melanoma may arise 
in a NS. Since the first report by Perkinson in 1957, 
less than 35 cases of melanoma arising in NS have 
been reported in literature up to now.[1,2] Therefore, 
the malignant transformation of NS is a very rare 
event, and the absolute risk for these patients is low. [3] 
A very recent retrospective study on 2134 patients 
in follow-up for melanoma revealed that only 27 of 
them had small or medium-sized NS (1%).[2] None of 
these NS presented malignant changes. In a review 
of 25 cases of melanomas associated with NS 60% 
of melanomas occurred on small or medium-sized 
NS, 24% on zosteriform NS, and 16% on giant NS.[1] 
Since zosteriform and giant NS represent only a very 
small percentage of the total number of NS, these 
data indicate a high risk for melanoma development 
in these patients. Again, 52% of melanomas occurred 
in congenital NS, and giant and/or zosteriform NS 
are usually congenital.[1] Congenital giant and/or 
zosteriform NS are likely to have the same attendant 
risk for the development of melanoma as conventional 
large congenital nevi.

There is no definite standardized management 
approach for NS. Patients with small or medium-
sized NS should be advised to monitor their nevi and 
detect any possible changes by self-assessment (i.e., 
with the aid of the clinical ABCD rule).[4] Prophylactic 
removal of these lesions in absence of any suspicious 
modifications is questionable. Instead, regular 
follow-up is indicated in all patients with giant and/
or zosteriform NS, because of the higher potential 
of melanoma transformation and the difficulty to 
perform an accurate self-examination. Sequential 
digital dermatoscopy proved to be a useful tool to help 
the physician in the early detection of melanomas in 
segmental NS.[5] Finally, prompt excisions should be 
performed in all doubtful cases.
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Delusional infestation with fungus

Sir,
The delusion of infestation of the skin with parasites 
(DP) has been recognized for over a century;[1] however, 
the terminology and nosological classification 
has changed over time. As the central theme of 
this delusion involves somatic or hypochodriacal 
concerns, this phenomenon was earlier referred to as a 
monosymptomatic hypochondriacal delusion[2] and is 
currently classified as a persistent delusional disorder 
(PDD) in the international classification of disease 
(ICD-10)[3] and delusional disorder of the somatic 
delusion type in diagnostic and statistical manual of 
mental disorders (DSM-IV TR).[4]

This is a relatively uncommon condition and scientific 
literature about the same is mostly confined to case 
reports and short case series.[5] The sufferer typically 
and commonly identifies the offending parasites as 
insects, bugs, or worms and may produce various 
evidences to support this delusion.[5]

We present a case of where the presentation was 
characterized by a delusion of infestation with a 
fungus. In addition to discussing the novelty of 
such a presentation, we will also discuss relevant 
accompanying factors relevant to the presentation and 
management.

A 21-year-old female, engineering student, presented 
with the complaint of recurrent fungal infection for 
the last 2 years. She had an episode of facial eruption, 
which did not respond to treatment with topical 
antibiotics and steroid-antibiotic combinations. She 
visited our center and after Wood’s light examination 
and subsequently KOH preparation, she was 

diagnosed as tinea faciale and was prescribed oral 
terbinafine 250 mg a day for 2 weeks, which cured her 
condition. Thereafter, whenever she had any lesions 
or itching anywhere in the body, she would take tablet 
terbinafine, which improved her symptoms. Because 
of these repeated episodes, she started to believe that 
she had persistent fungal infection and she would 
infect her family as well. She approached various 
dermatology clinics and private practitioners with 
these complaints and was told each time that she 
did not have any fungal infection, but she was not 
convinced. The patient would often surf the internet 
websites, which only served to reinforce her belief.

She presented to us with complaints of recurrent fungal 
infestation of her facial area with the hope that she 
would finally be cured of this infection completely. On 
physical examination, skin findings were unremarkable, 
except for a few acne lesions. She insisted on a Wood’s 
light examination and microscopy of lesions, which 
turned out to be negative. Despite this, she insisted on 
treatment with some strong antifungal medication. She 
was prescribed cetrizine for itching and was assured that 
she did not have any infection. She reported to us after 
5 days, with complaints worsening of itching and fungal 
infection. The patient was again explained that there was 
no objective evidence for her belief. However, she was not 
amenable to reasoning and continued to insist treatment 
with a strong antifungal, preferably injectables. Though 
she vehemently resisted the suggestion of referral to a 
psychiatrist, on much persuasion, she agreed. During 
an evaluation, it was revealed by the parents that she 
would spend hours every day minutely examining each 
lesion in the mirror, neglected her studies, household 
chores, and leisure activities. A provisional diagnosis 
of persistent delusional disorder was made, which 
was confirmed on subsequent follow-ups. When the 
patient was confronted with the fact that she may have 
a psychiatric problem, she was irritable and refused to 
consider the possibility. However, she was persuaded 
to keep visiting the psychiatry department on her visits 
to the dermatology department. On subsequent visits, 
gradually, the illogical nature of the fungal infection was 
discussed at length as also her excessive preoccupation 
with this condition by the psychologists. The same was 
reinforced in the dermatology department. Eventually, 
the patient agreed to try a psychotropic medication if 
she was promised that it would not cause her any side 
effects. Various options were discussed, and she was 
started on olanzapine 5 mg a day, which was gradually 
titrated up to 10 mg per day. After 6 months, the patient 
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